IN 1909 I demonstrated the clinical value of the extract made from the posterior lobe of the pituitary body, having previously published in conjunction with Hick experimental evidence of the physiological action of this extract on the involuntary muscles. Since that date many hundreds of papers have been published confirming the statements originally made, and suggesting further indications for the use of this preparation.
IN 1909 I demonstrated the clinical value of the extract made from the posterior lobe of the pituitary body, having previously published in conjunction with Hick experimental evidence of the physiological action of this extract on the involuntary muscles. Since that date many hundreds of papers have been published confirming the statements originally made, and suggesting further indications for the use of this preparation.
I do not propose to-night to review the work done and opinions expressed concerning the obstetrical value of infundibulin, as I have called the extract of the posterior lobe of the pituitary body; I shall reserve that for another occasion. But I wish to bring before your notice a point of some importance and one which has not been dealt with before in a definite manner. To make what I have to say clearer, it may be stated that infundibulin has established a place for itself in obstetrical practice entirely, so far as I know, owing to its power of promoting and augmenting rhythmical and powerful contractions in the uterus during and immediately subsequenttly to parturition. In other words, this extract has been used to increase the energy and efficiency of labour. I shall now demonstrate the additional fact that infundibulin is capable of sensitizing the uterus before labour, and if this is so it will be obvious, I think, that there are further indications of the greatest moment for the administration of this preparation. With regard to the induction of labour, it has been shown by several observers that it is rarely possible to induce abortion or labour by the use of infundibulin alone; this is especially so the earlier the attempt is made. Occasionally at full term labour may be precipitated by the administration of infundibulin, but by no means with certainty. Some time ago it occurred to me to try the effect of combining mechanical means for the induction of labour with injections of infundibulin. The results obtained have been excellent. It is well known, of course, how difficult it may be to induce abortion or premature labour by ordinary mechanical means alone, within a reasonable time. By the combination of mechanical methods with the administration of infundibulin 71 induction is easily effected. I do not propose to record a number of cases-indeed, my own experience has necessarily been limited; but one, owing to its gravity, may be of interest by way of illustration.
Mrs. H. was in the eighth month of gestation when she commenced to bleed from the uterus. The hasmorrhage became alarming and I was called in by her doctor to decide what should be done. The cervix was undilated, pains were entirely absent, and the bleeding was free. I found that the case was one of placenta praevia, and I advised that the uterus should be emptied. This was carried out in the following manner: The patient was anesthetised and the cervix was dilated with Hegar's dilators until the finger could be passed into the uterus. The placenta was then felt overlying the internal os uteri, marginally. The cervix and vagina were irtimediately packed with gauze, and the patient was returned to bed after a full dose (1 c.c.) of infundibulin had been injected. Subsequently i c.c. was injected every twelve hours. Twenty-eight hours from the time when the pack was inserted expulsive contractions commenced. The pack was at once removed by the nurse, according to instructions, and almost immediately the foetus, enclosed in the membranes, and the placenta were expelled together. Only the nurse was present at the time. The child when rescued from the membranes did not long survive. There was no ha%morrhage during or after delivery.
In this case dilatation and packing of the cervix were employed; but whatever the means adopted the result is the same, and the combination of bougies and infundibulin probably forms the best method of inducing labour in ordinary circumstances. The point, however, I wish to bring out now, although I shall deal with it more fully directly, when discussing primary uterine inertia, is that when possible it is advisable to administer infundibulin a few days before inserting the bougie or pack, in order to sensitize the uterus. It is, as already stated, this sensitization of the uterus by,infundibulin that is the point of importance in the subjects under discussion, as apart from the definite expulsive effect which subsequently follows. I believe, then, that it is best, when possible, first to sensitize the musculature with infundibulin so that the bougies may be better able to induce labour, during which the contractions are made more effective by the infundibulin which has been previously administered. If, as in the case recorded above, immediate induction be desired, one must put in the bougies or pack and sensitize the uterus afterwards; in these circumstances combining the effect of sensitization with that of subsequent expulsion.
To come now to the question of primary uterine inertia. I think I may say that this condition in its worst phases presents one of the greatest difficulties with which an obstetrician can be faced. Judging from the standard writings on the subject very little appears to be known about the causal factors. Probably the statement of Munro Kerr that " Primary uterine inertia is due to inherent weakness of the uterine muscle or to errors in its innervation" best sums up the general impression made by other writers. The expression " errors in innervation" is a piece of pure guess-work which is hardly likely to be correct; while " inherent weakness" is an evasion at best. Surely, there can be no doubt that the truth of the matter lies in ordinary circumstances-and by that I mean in the absence of gross lesions or abnormalities in the wall of the uterus, within the cavity or in the neighbourhood of that organ-in the deficiency or absence of the normal stimulators of uterine contractions, that is to say, of the hormones, such as infundibulin, and of the compounds of calcium. Primary uterine inertia is, then, due to bio-chemical causes, and it should be so stated in the text-books, for recognition of this fact enables us to deal effectually with the condition. It is, of course, true that ergot and quinine have been recommended and used to stimulate the uterus. Neither, however, is found in the blood normally, and ergot is probably absolutely dangerous owing to the frequency with which tetanic contractions are produced by large doses. In calcium salts and pituitary extract we have probably the normal stimulators of uterine contractions in parturition, and by a judicious use of these substances we should be able to deal with any case of so-called 'idiopathic' primary inertia. I will relate a case in point.
Mrs. C., aged 31, who consulted me when she was eight months pregnant, gave the following bad obstetrical history: Four years previously, at her first confinement, in which she was attended by two eminent obstetricians, the child, which was killed in the process of delivery, was extracted with the very greatest difficulty. The mother herself was severely lacerated, and was very ill afterwards. She was told that the delivery of a live child at full term was impossible. I should add that this first child was supposed to be a little post-mature, and that it weighed 10 lb. At her next confinement, two years later, she was attended by another well-known obstetrician who told her induction must be performed at the thirty-seventh week. For this purpose an an8esthetic was administered four times. Finally, a bag was put into the uterus. After much delay labour commenced, and, in spite of the induction of labour three weeks before the expected full term, the greatest difficulty was experienced in extracting the child with forceps. The patient was again under anaesthesia for a long time, but fortunately a live child weighing nearly 7 lb. was delivered. The mother was again badly torn, and this necessitated two further operations. The patient, who was most anxious to have a live child, tried to impress me with the fact that all who had attended her in the previous confinements had emphatically stated that she could not be delivered of a living child at term. I examined her, and found the pelvic measurements normal: intercristal 11 in., interspinous 10 in., and the true conjugate 41 in. (approximate). The child's head could be pressed into the pelvic brim. I noticed, however, as the patient lay on the couch on her back, that the outlines of the uterus could not be observed: the abdomen was flat, and it bulged at the sides as though it contained free fluid. The child was easily palpable, but it was impossible to stimulate contractions in the uterus by manipulation. The blood-pressure was only equal to that of 95 mm. of mercury. The blood calcium index was only 0 3. In these circumstances I felt justified in making a diagnosis of primary uterine inertia. I cannot, of course, speak with any personal or certain knowledge of her previous labours, but it appeared to me that this diagnosis alone fitted in with the facts of both, for there was almost as much difficulty in the extraction of a 7-lb. premature child in the second confinement as there had been in the delivery of a possibly post-mature infant weighing 10 lb. in the first labour. I am unable to understand why induction was performed, unless it be a fact that primary uterine inertia as the cause of her obstetrical difficulties was not recognized. In view of my observations I felt justified in telling the patient and her husband that I believed it would be possible to secure a normal delivery at full term by means of suitable preliminary treatment. I ordered calcium lactate, and infundibulin by the mouth. At the end of fourteen days when I again saw the patient the calcium index in the blood had gone up to 056 and the blood-pressure to that of 110 mm. Hg. The uterus showed more irritability and had a definite outline. Four days before the expected date of the confinement the patient went into a nursing home, and then received i c.c. of infundibulin injected intramuscularly, twice a day, together with calcium lactate by the mouth. The uterus showed progressive sensitiveness, so, after three days of this treatment, I reduced the dose of infundibulin to one injection of i c.c. once a day. Two days after the calculated time for the onset of labour I began to get anxious; consequently I had the patient anaesthetised and examined her. I then found that the os was taken up and was dilating. As there had been no pains I introduced two bougies. This was at 10 a.m. At 9 a.m. she had received her usual daily dose of 2 c.c. of infundibulin. The same evening at 9-0 p.m. the first pain occurred, and one hour later I removed the bougies. Labour proceeded normally: the first stage was over about 2.30 a.m., and the child, which the nurse found to weigh 101 lb., was born at 4.45 a.m. No assistance was given, and only a drachin or two of chloroform was administered when the head was on the perineum. The placenta came away normally ten minutes after the birth of the child. A dose of 1 c.c. of infundibulin was then injected to prevent the possibility of post-partumn hmemorrhage. Nothing could be more straightforward or simple. The patient expressed the opinion that previously she had never had any experience of what a real 'labour pain' was like. This remark was, I think, the concluding and conclusive piece of evidence in regard to the diagnosis of primary uterine inertia as the cause of all her difficulties in the previous confinements.
So far as I know this is the first occasion on which primary uterine inertia has been diagnosed and treated before labour. If met with for the first time during labour, it would, of course, be useless to give calcium lactate, for it is only a prolonged course of treatment with this drug that can produce any effect. On the other hand, I believe that the difficulty may then be surmounted by the injection of infundibulin. At the same time prevention is always easier, and, in these circumstances especially, is much better than cure; consequently, if uterine inertia is recognised before labour, as I have shown it can be, it appears to be a simple matter effectually to deal with it.
DISCUSSION.
The PRESIDENT said that if the very interesting communication of Mr. Blair Bell on the use of infundibulin in a larger number of cases proved to be effectual in rendering the uterus more sensitive to direct stimulus by mechanical means which Mr. Blair Bell termed sensitizing it, it would be of the greatest value in such cases as he had described. He had found hypodermic injections of strychnine in some cases appear to act well.
Dr. R. D. MAXWELL said that all of them must have regretted, on the occasions when they bad to induce premature labour, that they had had to fall back on such a crude mechanical stimulus as the bougie, and one, moreover, lacking any precision in its action. Considerations on this point necessarily led to an effort to ascertain what was the true bio-chemical excitant of labour. Reflection on the subject suggested that, whatever the body or bodies be, its sources were probably two in origin-the internal secretion of the infundibular process of the pituitary gland together with some product of faetal metabolism; such a hormone would obviously be circulating in the maternal blood-stream. An article in the Anerican Journal of Obstetrics, published five years ago, suggested that these bio-chemical properties were to be found in the serum of the full-time child, and would act as an excitant of labour contractions. The speaker had himself tested the result of this treatment, but was quite convinced that the paper had been written in too optimistic a spirit, for in twenty cases in the later weeks of pregnancy, in not one case had he succeeded in inducing labour after injections; in ten cases 10 c.c. of foetal serum subcutaneously, and in the other ten intravenously. Some of the cases had also been additionally treated with 1 c.c. pituitrin injection. As a control set of cases, in his opinion, they completely negatived the value of this treatment. Mr. Blair Bell's suggestions as to the cause of primary inertia were most interesting. They were all apt to talk too glibly of various forms of inertia and to accept too readily explanations of these variations of strength of uterine contractions. For instance, the speaker held the view that secondary uterine inertia was one of the rarest phases of uterine musculature, and yet text-books conveyed quite a different impression and had rather taught the medical student to have a profound distrust of the retractile powers of the uterus. Dr. Maxwell would certainly be prepared to give Mr. Blair Bell's suggestions a thorough trial, though he would never again use bougies outside hospital practice to evoke contractures. Surely the principle of one anaesthetic, and one intervention only (dilatation with Hegar's to No. 22 and insertion of a Champ6tier de Ribes bag) was preferable to the insertion of one bougie after another ranging over four to five days. They ought to be quite candid in these matters: none of them gave their sole and undivided attention to the midwifery case they were in charge of if the labour dragged out over two or three days, and the embarrassment caused by these uncertainties of action of the bougie played absolute havoc with one's interveining work. As a procedure, the use of the bougie always seemed a doubtful one to the speaker when the only honest answer to the question of the patient or her husband, " How long will it be before the baby is born ?" was " I don't know."
Dr. HEDLEY asked Mr. Blair Bell whether the apparently good effects, in the induction of labour caused by pituitary extract, when given in addition to the introduction of bougies into the uterus, were not more probably due to the immediate action of theextract given at the time of the introduction of the bougies rather than to that of the previous injections.
Dr. HUTBERT ROBERTS asked Mr. Blair Bell as to his experience of infundibulin in Caesarean section. Dr. Roberts said the use of infundibulin in exciting labour pains was well known to all, also its value in preventing and arresting post-partum haemorrhage. Dr. Roberts's experience of infundibulin in Caesarean section, in cases where the operation was deliberately performed when the patient was not in labour, had not been universally favourable. In one case the uterus did not seem to respond to the stimulus of pituitrin given a few minutes before the operation was commenced, and hemorrhage was only controlled by rapid suture of the uterine wound. In another case of Caesarean section by one of Dr. Roberts's colleagues at Queen Charlotte's Hospital, pituitrin failed to produce uterine contractions at all, and hysterectomy had to be performed to arrest the bleeding. Dr. Roberts had no experience of infundibulin in the induction of premature labour, nor had he used calcium lactate.
Dr. DRUMMOND ROBINSON had induced labour in one case by means of bougies, plus the hypodermic injection of pituitary extract, with satisfactory results. The case was one of contracted pelvis at about the thirty-seventh week. There were reasons why it was desirable that the labour should be terminated without undue delay. It was the second pregnancy. Bougies were inserted (under ancesthesia) and a dose of Burroughs and Wellcome's pituitary extract, injected hypodermically about 9 a.m. At about 10 a.m. pains commenced, and continued until about 1 p.m., when they gradually ceased. The os was the size of a two-shilling piece. A second injection of pituitary extract was given at 2 p.m. Pains returned in about an hour, and continued until the labour terminated normally about 5 p.m.
Mr. BLAIR BELL replied.
So-called True Hermaphroditism, with the Report of a Case. By W. BLAIR BELL, B. S. HERMAPHRODITISM has been a subject of interest from the earliest times, but it is only within recent years that the condition has been scientifically considered. In the study of hermaphroditism, in all its varieties, lies our hope of discovering the factors concerned in the determination of sex in the human subject, subsequently to fertilization.
It must be remembered that hermaphroditism in man is an atavistic phenomenon, and one which is never complbte. Berry Hart [5] has suggested dropping the word ' hermaphroditism ' and substituting ' atypical sexe-ensemble' for all varieties of this condition. This, however, is not desirable, for two reasons: firstly, since hermaphroditism exists normally in certain invertebrates, and is, therefore, probably only a reversion in man, the term should be preserved; and secondly, 'true hermaphroditism,' better called 'glandular hermaphroditism,' does
